Although several studies show symptomatic improvements in patients with personality disorders after short-term inpatient psychotherapy, reintegration remains difficult. In this study the effectiveness of a specifically designed reintegration training program is investigated.
Rosie, Azim, & Joyce, 1993) and social functioning (Perry, Banon, & Ianni, 1999; Skodol et al., 2005) .
In the Netherlands, several psychiatric hospitals run inpatient or daytreatment programs for patients with personality disorders and comorbid Axis I disorders, mostly depressive or anxiety disorders. Most patients admitted to these programs have undergone unsuccessful outpatient psychotherapy first. An intensive integrated biopsychosocial program aims to motivate them towards structural personality change, using treatment within a group and a therapeutic milieu. The results of these programs are satisfactory regarding symptomatic improvement in 75% of the patients; nevertheless, only 33% of the patients was working and nearly 50% the patients still received psychotherapeutic treatment (SWOPG, 2002) .
As we were unable to find extensive literature on the subject of symptomatic versus functional improvement we decided to carry out the research described in this article.
In a pilot study among ex-patients who had participated in a threemonth inpatient psychotherapeutic program for patients with personality disorders (Thunnissen, Duivenvoorden, & Trijsburg, 2001) , we found that patients showed symptomatic improvement, but often still received psychotherapeutic treatment and had difficulties in finding work or if working, handling stressful situations.
AIM OF THE STUDY
In the above-mentioned publications, results showed that symptomatic improvement precedes functional improvement. This finding stimulated us to develop a reintegration training program aimed at improving functioning generally and at work in particular. We compared this training with the usual aftercare, consisting of two one-day booster sessions, We decided that the best format for reintegration training was 3-hour sessions; to make the number of hours comparable to the booster sessions, we agreed on holding 6 reintegration sessions. We decided not to assign patients to a control "no-aftercare" group for ethical reasons.
The hypotheses in this study were as follows: 1. We expected no difference in symptomatic improvement after the primary treatment followed by one of the aftercare formats.
2. We expected the reintegration training program to be more effective than the booster sessions regarding the outcome measurements: having a paid job, absence from work, and/or impediments at work.
SUBJECTS AND METHODS PATIENTS
On average, 50% of the patients applying for treatment in the three-month inpatient psychotherapy program run by the Center of Psychotherapy "De Viersprong" in Halsteren, the Netherlands, were admitted. Selection crite-ria were longstanding personality problems and unsuccessful previous psychotherapeutic treatment(s). Additionally, patients had to be motivated, and have sufficient ego strength to participate in an intensive psychotherapeutic program. The majority of patients used no medication; if medication was used, in most cases it involved antidepressants. Exclusion criteria were: substance use disorder, history of psychosis, and other severe Axis-I disorders that could potentially interfere with the treatment program such as acute, severe depression or acute anxiety disorder.
Nearly all the patients had a personality disorder, mainly cluster C, B, and personality disorder NOS. Furthermore, they often had a diagnosis on Axis I, mainly anxiety or depressive disorders. The majority of patients had received psychotherapeutic treatment in the past, mostly as outpatients, but 10-15% of patients had been admitted to a mental hospital or had received day-treatment.
TREATMENTS UNDER STUDY
Primary Treatment. All patients participated in a three-month inpatient psychotherapy program consisting of psychodynamic group psychotherapy based on the methods of transactional analysis, nonverbal therapies and sociotherapy in a reconstructive psychotherapeutic milieu (Thunnissen et al., 2001 ). The program focused on a selected core conflict specified in individual written treatment contracts. The treatment groups, consisting of eight patients, were half-open, which meant that every six weeks four out of eight patients ended their treatment and four new patients were admitted, so the group consisted of eight patients again.
Reintegration Training. The reintegration training program consisted of six manual-guided training sessions of three hours each, delivered on a monthly basis between the third and the ninth month after discharge. Training aimed at problem solving and was given by trainers who were new to the patients. An experienced family therapist delivered sessions one, two, and six. The main goal of these sessions was the integration of changes achieved in the inpatient treatment, related to social relationships outside the hospital. The topics addressed were how to handle the situation of being back at home, changes in relationships after therapy, financial issues and housing problems. Patients were invited to bring in a "significant other" in two of the three sessions. An experienced job reintegration expert delivered sessions three to five. The topics addressed were career development based on the individual profile of interest, skills, and qualities of each patient, how to find and keep a job, personal effectiveness at work, assertiveness, self-confidence, and how to handle authority and criticism. An experienced social worker was present at all sessions to establish continuity. The reintegration training program was designed in close collaboration with the trainers, and was monitored on a session-tosession basis by the first author and the trainers.
Aftercare as Usual: Booster Sessions. The usual aftercare consisted of two one-day (2 × 8 hour) booster sessions, three and nine months after discharge, with the same therapists as during primary treatment (two sociotherapists, one art-or psychomotor therapist, and a psychiatrist or a psychotherapist). The components of the treatment were the same as those during primary treatment, and were linked to the treatment contract drawn up during primary treatment. Each day started with the selection of topics to be discussed during the day, followed by a nonverbal therapy, a sociotherapy, and a psychotherapy session. The day concluded with an evaluation. OUTCOME ASSESSMENT Symptoms were measured using the Symptom Check List (SCL-90; Derogatis, 1977; Arrindell & Ettema, 1981) and expressed in terms of the Global Severity Index (GSI, range 0 to 4). The reliability of the SCL-90 is good (Cronbach's α = 0.97, test-retest reliability ranging from 0.78 to 0.91, depending on the sample).
Having a paid job, absence from work, and impediments at (paid) work were measured using the Health and Labour Questionnaire (Hakkaart-van Roijen, Essink-Bot, Koopmanschap, Bonsel, & Rutten, 1996; Hakkaart-van Roijen, van Straten, & Donker, 2002) . Employment was defined as having a paid job, irrespective of the number of hours. The HLQ is a validated instrument for collecting data on productivity losses. In this study, we applied three modules of the HLQ, one on absence from work, and two on impediments at work: reduced efficiency at work and difficulties with job performance, respectively. Absence from work during the two weeks preceding the interview was measured in half-days; any absence of a half day or more was taken as absent. Work impediments (e.g., having problems in concentrating or in making decisions, working more slowly, having to isolate oneself, postponing work, having others do one's own work) were rated as follows, 0 = no impediments, 1 = some impediments, 2 = serious impediments.
A cost-effectiveness analysis was planned in case the treatment options differed in terms of production losses and impediments at work.
Baseline characteristics of the patients were measured at intake with a self-report questionnaire (biographical data, earlier psychotherapeutic treatment, educational level). Personality disorders were measured using the Structured Interview for DSM-IV Personality disorders (SIDP-IV; Pfohl, Blum, & Zimmerman, 1995) . Axis-I diagnoses were based on clinical assessments.
PROCEDURE
In the first week of the primary treatment, patients were requested to provide written informed consent to participate in the study. At the end of the primary treatment patients were randomized to either the reintegration training program or booster sessions; the randomisation was performed by an independent site per group of 4 patients. We established 20 groups of 2 × 4 patients: 10 groups for reintegration training and 10 groups for booster sessions. The aftercare started 3 or 4 1 ⁄2; months after the primary treatment.
Measurement took place at the start (baseline) of the primary treatment, at the start of aftercare (6 months after the start of primary treatment) and at the end of aftercare (12 months), and at follow-up (24 months).
STATISTICAL ANALYSIS
The study was powered to detect moderate differences of 0.5 effect size (Cohen, 1988) on the outcome, having a paid job with β at 0.80 and α = 0.05, two-tailed. The statistical analysis was based on the intention-totreat principle. Logistic regression analysis was applied with binary outcome variables, i.e., having paid work (0 = no, 1 = yes), absence from work (0 = not absent, 1 = absent) and impediments at work (0 = no impediments; 1 = impediments). In the logistic regression analyses, the odds ratio (OR) was used as a measure of performance; in the case of linear regression analysis the unstandardized regression coefficient (b) was used as the measure of importance. ANCOVA was used to test the statistical probability of a difference between the two conditions in terms of severity of symptoms. T-tests for two independent samples were applied with continuous data in order to detect statistical differences.
Comparisons between the reintegration training program and booster sessions were adjusted by multivariate modeling of the following variables: sex, type of personality disorder, having paid work at baseline, severity of symptoms in the period before the start of aftercare, psychotherapeutic help in the two years before baseline and participation in aftercare. All analyses were performed following the CONSORT statement (Moher, Schulz, & Altman, 2001 ).
RESULTS

PARTICIPANT FLOW DIAGRAM
All patients participating in the treatment between May 1999 and December 2001 (n = 160) were asked to provide written informed consent to participate in the aftercare study. Of the original 160 patients, 32 did not participate: 7 patients refused to cooperate, and 25 patients dropped out of the inpatient program. Comparison between the 25 dropouts and the 128 patients included in the study group showed that the percentage of males was higher in the dropout group (66.7%) than in study patients (34.4%; χ 2 = 9.86; p < 0.01). Dropouts were significantly older (40.3 years ±9.6) than study patients (35.6 years ±8.1; t = 2.6; df = 151; p < 0.01).
COMPLIANCE
On average, 64.6% of patients attended the 6 half-day sessions in the reintegration training program. Attendance decreased from 78.1% in the first session to 56.3 in the fifth and 64.6% in the sixth session. In the booster sessions, 90.6% of the patients participated on the first day and 76.6% on the second day (average 83.6%). Participation was significantly higher in the booster sessions (t = 3.20, df = 126, p = 0.002, two-tailed).
BASELINE MEASUREMENTS
Patient characteristics are presented in Table 1 . The study group consisted of 44 (34.4%) men and 84 (65.6%) women. The average age was 35.6 years (SD = 8.1, range 20-53 years). Ninety point six percent of the patients were diagnosed with at least one Axis-I disorder; 97.7% were diagnosed with at least one Axis-II disorder, mainly Cluster C, B, and NOS. Ninety-three point zero percent of the patients had undergone psychotherapeutic treatments during the two years preceding admission to the inpatient treatment, mostly as outpatients; 9.4% had been admitted to a mental hospital and 3.9% had received day-treatment. Seventy-one point one percent of the patients were employed; 50% were living alone and 19.5% had children.
The two samples differed in some respects: sex (more men in the booster sessions) and Axis-II disorders (more patients with a Cluster C disorder in the reintegration training program; more patients with a personality disor- der NOS in the booster sessions). Comparisons between reintegration training and booster sessions were adjusted for these differences. Table 2 shows that the level of symptoms decreased substantially between baseline and follow-up (Cohen's d = 2.00 in the reintegration training pro- 
SYMPTOMATIC CHANGE
Notes.
Adjusted for sex, type of personality disorder, having paid work at baseline, severity of symptoms at earlier measurement points, psychotherapeutic help in the two years before baseline and participation in the aftercare. gram and 2.01 in the booster sessions). This effect size indicates an exceptional effect of treatment, generated mainly in the three-month inpatient program which then stabilized during the aftercare and follow-up period. There was no statistically significant difference between the two types of of aftercare.
HAVING A JOB
On admission the patients who had a job worked in general 32.7 hours a week (5-40 hours); two years later at follow-up patients worked 30.0 hours a week (5-40 hours). Figure 2 shows that, between the start of the primary treatment and follow-up, the percentage of patients with a paid job did not change for patients in the reintegration training program (75.9% and 75.9%, respectively). The percentage increased however for those attending the booster sessions from 64.2% to 86.8%. The difference between the two treatments is significant only at the end of aftercare.
ABSENCE FROM AND IMPEDIMENTS AT WORK
Absence from work due to illness decreased significantly between the start of the primary treatment and follow-up (see Figure 3) : from 46.3% (reintegration training) and 51.9% (booster sessions) to 7.4 and 11.5%, respectively (McNemar test, p < 0.000, two-tailed). There was no significant difference between the two treatments at any time of measurement. Figure 3 shows that at the start of the primary treatment 38.9% of patients in paid work in the reintegration training program and 34.4% of patients in paid work receiving booster sessions showed impediments at FIGURE 2. How many people had a paid job?
OR adjusted = 18.58, 95% CI = .86 tot 400.13, p = .06. work. At the start of the aftercare, the number of people suffering impediments at work increased in both types of treatment to 50.0% (reintegration training) and 44.4% (booster sessions), and decreased at follow-up (36.1% and 27.8%, respectively). There was no significant difference between the two treatments at any time of measurement.
COST-EFFECTIVENESS
Apart from the extra costs for developing the reintegration training program and a feasibility study in a group of ex-patients, the reintegration training was 1.6 times more expensive (1.891 Euro) than the booster sessions (1.198 Euro). As the difference in outcome also favored the booster sessions, a cost-effectiveness analysis appeared redundant.
DISCUSSION
In summary, contrary to our expectations, the reintegration training program was not more effective than the booster sessions. The percentage of people with paid work increased in the booster sessions but remained unchanged in the reintegration training program. The absence from, and impediments at work and the rate of symptomatic improvement were similar in both treatments. Moreover, the booster sessions were less costly than the reintegration training program.
More patients than expected (from previous research; SWOPG, 2002) had a paid job at baseline. Contrary to earlier research however (where the questionnaire used only differentiated between working and not working), the questionnaire used in this study differentiated between having a paid job, being absent through illness and not having paid work, and this resulted in the finding that 76% had a paid job instead of the expected 33%.
Below we discuss some explanations for this unexpected finding, based on two major differences between the two treatments: the structure of aftercare (six sessions with a manual and a cognitive approach in the reintegration training program, versus two days with the same content as the inpatient program in the booster sessions), and the therapist (new to the patients in the reintegration training program versus familiar in the booster sessions).
STRUCTURE OF AFTERCARE
The format of the booster sessions was based on earlier studies of aftercare (Beecham, Sleed, Knapp, Chiesa, & Drahorad, 2006; Emmelkamp, 2004; Hollon & Beck, 2004; Kopelowicz, Wallace, & Zarate, 1998; Whisman, 1990 ) that concerned a cognitive-behavioral primary treatment followed by cognitive-behavioral boosters. Similarly, the booster sessions used the same method as applied during the primary treatment.
The reintegration training program was based on the view that maintaining change may involve different mechanisms than those in the initial change process, such as reinforcing self-efficacy, consolidation of coping skills and extension of the therapy regimen into the subjects' social environment (Lambert & Bergin, 1994; Lash, 1998; Whisman, 1990) . However, the shift in treatment method may not have been in accordance with the needs of the patients. This seems to be supported by the fact that participation of patients in the reintegration training program was lower (64.6%) compared to the booster sessions (83.6%), and decreased from the first to the sixth session. Moreover, because 75.9% of the patients in the reintegration training program had a paid job at the start of the aftercare the program might have seemed less relevant to them. Telephone interviews with 19 out of the 23 patients in the reintegration training program, who participated in three (or fewer than three) sessions, supported this view. Fourteen of the 19 patients had a job and 7 explained their absence from aftercare because of job demands; 11 out of the 19 patients did not attend sessions because of the change in treatment method.
THERAPISTS Lash (1998) found that participation in aftercare programs was enhanced if therapists were introduced to the patients during the inpatient program. Discontinuity in the providers of services to addicted patients leads to ineffective utilization (de Leon, 1991) or a less positive result in aftercare (Hall et al., in Whisman, 1990) . Eysenck (in Whisman, 1990) emphasized that extending the contact with the therapist once or twice a year throughout the life history of the individual, could help consolidate treatment gains. In general, the influence of patient-therapist variables in psychotherapy outcome is well-established (Crits-Christoph et al., 1991) and this may also be true in aftercare. This view is supported by the finding that 10 of the 19 patients interviewed by telephone mentioned unfamiliarity with the trainers as a reason for nonparticipation.
LIMITATIONS
There were several limitations in our study. First, for ethical reasons, there was no comparison-group that received no aftercare; so it remains unclear whether any type of aftercare would perform better than no aftercare at all. Aftercare by the same therapists, aiming at specific needs of patients, e.g., work resumption, training for those without a job, might be more effective than the same aftercare for all patients, irrespective of their specific needs. Second, compliance in the reintegration training program was significantly lower than in the booster treatment. As there was no evidence of problems or failures in service delivery, and compliance in the reintegration training program was higher than usual in aftercare (Lash, 1998) , this finding may be explained by patient preferences rather than treatment effect. Lastly, this study was performed with a selected and motivated group of patients with personality disorders who were referred to inpatient psychotherapy after extensive earlier treatments. There remains a possibility that these findings cannot be generalized to the wider population of personality disordered patients.
